
Place injured: Home Work Sport Other

Workers’ Comp Name:

Workers’ Comp Phone:

Workers’ Comp Fax:

Yes No

Please print out, fill out and bring with you the day of your appointment

Is this a Workers’ Comp Injury:

If so, please complete the following:

First Name:

Last Name:

Organization:

Mail Code:
Work Phone:
Home Phone:

E-mail: Yes No

Social Security#:
Date of Birth:Middle Initial:

Nickname:

Age:

Male FemaleGender:

Building/Room:
Shift: 1 2 3 TDY

Job Description:
Supervisor’s Name:

Supervisor’s Phone:

Have you ever been to RehabWorks before?: Yes No

If YES, please give approximate date/year:

Statement of Consent for Release of Information

I  authorize RehabWorks to release the medical information contained in my patient records
pertaining to the workers' compensation injury for which I am currently being treated by
RehabWorks to my physician and/or workers' compensation representative for the purpose
of progress notes and/or case management.

Employee Signature  ___________________________________   Date  _____________________

ONLY SIGN BELOW IF THIS IS A WORKERS' COMP INJURY:

PATIENT DATA






